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Abstract
In recent years, there has been a growing interest in therapies that include the learning of mindfulness skills. The 39-item 
Five Facet Mindfulness Questionnaire (FFMQ) has been developed as a reliable and valid comprehensive instrument for 
assessing different aspects of mindfulness in community and student samples. In this study, the psychometric properties 
of the Dutch FFMQ were assessed in a sample of 376 adults with clinically relevant symptoms of depression and anxiety. 
Construct validity was examined with confirmatory factor analyses and by relating the FFMQ to measures of psychological 
symptoms, well-being, experiential avoidance, and the personality factors neuroticism and openness to experience. In 
addition, a 24-item short form of the FFMQ (FFMQ-SF) was developed and assessed in the same sample and cross-validated 
in an independent sample of patients with fibromyalgia. Confirmatory factor analyses showed acceptable model fit for a 
correlated five-factor structure of the FFMQ and good model fit for the structure of the FFMQ-SF. The replicability of the 
five-factor structure of the FFMQ-SF was confirmed in the fibromyalgia sample. Both instruments proved highly sensitive 
to change. It is concluded that both the FFMQ and the FFMQ-SF are reliable and valid instruments for use in adults with 
clinically relevant symptoms of depression and anxiety.
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In recent years, there has been a growing interest in mindfulness-
based therapies. Mindfulness is defined as the ability to 
bring one’s attention to experiences in the present moment 
in a nonjudgmental way (Kabat-Zinn, 1990). Central to 
mindfulness is a shift in perspective that has been called 
“reperceiving” (Shapiro, Carlson, Astin, & Freedman, 2006) 
“decentering” (Teasdale, Segal, Williams, Soulsby, & Lau, 
2000), metacognitive knowledge (Teasdale, 1999), or 
“deautomatization” (Deikman, 1982; Safran & Segal, 1990). 
It is a process of distancing by which one learns to experi-
ence thoughts, feelings, and emotions as mental events that 
pass by. This process results in a reduction of identification 
with emotions, thoughts, and body sensations. Mindfulness 
has been related to improved well-being through mecha-
nisms such as better self-regulation (Brown & Ryan, 2003), 
experiential acceptance (S. C. Hayes, Luoma, Bond, Masuda, 
& Lillis, 2006; Ostafin & Marlatt, 2008), compassion and 
self-acceptance (Carson & Langer, 2006; Gilbert & Proctor, 
2006), and interpersonal behavior (Dekeyser, Raes, Leijssen, 
Leysen, & Dewulf, 2008).
Mindfulness practice has been incorporated in several 
treatment programs. Well-known programs are mindfulness-
based stress reduction (MBSR; Kabat-Zinn, 1990), 
mindfulness-based cognitive therapy (Teasdale et al., 
2000), dialectical behavior therapy (Linehan, 1993), accep-
tance and commitment therapy (ACT; S. C. Hayes, Strosahl, 
& Wilson, 1999), and acceptance-based behavioral therapy 
(Roemer, Orsillo, & Salters-Perneault 2008). There is empir-
ical support for the efficacy of mindfulness-based cogni-
tive therapy in people with recurrent depression (e.g., Ma 
& Teasdale, 2004; Teasdale et al., 2000) and ACT and 
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mindfulness-based interventions in people with general 
anxiety disorders (Roemer et al., 2008) and people with 
subclinical depression (Bohlmeijer, Fledderus, Rokx, & 
Pieterse, 2011). In a recent meta-analysis of 18 randomized 
controlled trials on the effectiveness of ACT, Powers, Zum 
Vörde Sive Vörding, & Emmelkamp (2009) found that 
ACT was superior to waiting lists and placebo interventions 
and treatment as usual but not to established treatments. 
Small effects on depression and anxiety have been found 
for MBSR with people with chronic diseases (Bohlmeijer, 
Prenger, Taal, & Cuijpers, 2010) and people with chronic 
pain (Veehof, van Oskam, Schreurs, & Bohlmeijer, 2011).
In addition to mindfulness-based treatments, there has 
been an increasing interest in measuring the construct of mind-
fulness itself. Several self-report measures of mindfulness 
have been developed, including the Freiburg Mindfulness 
Inventory (Buchheld, Grossman, & Walach, 2001), the 
Kentucky Inventory of Mindfulness Skills (Baer, Smith, & 
Allen, 2004), the Mindful Attention Awareness Scale (Brown 
& Ryan, 2003), the Cognitive and Affective Mindfulness 
Scale (A. M. Hayes & Feldman, 2004), and the Southampton 
Mindfulness Questionnaire (Chadwick et al., 2008). Although 
these measures have shown satisfactory psychometric qual-
ities (Baer, Smith, Hopkins, Krietemeyer, & Toney, 2006), 
they vary widely in their content and structure, suggesting 
lack of consensus among researchers about the operational-
ization of the construct of mindfulness. Baer et al. (2006) 
performed a study on the facet structure of mindfulness. 
They combined the items of existing mindfulness question-
naires and conducted an exploratory factor analysis on all 
items. This analysis revealed five facets of mindfulness: 
(a) observing, defined in terms of noticing or attending to 
internal and external experiences; (b) describing, defined in 
terms of labeling internal experiences with words; (c) acting 
with awareness, defined in terms of attending to one’s activi-
ties of the moment (opposite of acting on automatic pilot); 
(d) nonjudging of inner experience, defined in terms of tak-
ing a nonevaluative stance toward thoughts and feelings; 
and (e) nonreactivity to inner experience, defined in terms 
of allowing thoughts and feelings to come and go, without get-
ting caught up in or carried away by them. The items with the 
highest loadings on these facets were selected and combined, 
resulting in a new mindfulness questionnaire: the Five Facet 
Mindfulness Questionnaire (FFMQ). The FFMQ has been 
tested in meditating samples and student samples and has 
shown good psychometric properties (Baer et al., 2006; Baer 
et al., 2008). In an intervention study with 174 adults who 
participated in a clinical MBSR program, moderate to large 
increases of the five facets of mindfulness from pretreat-
ment to posttreatment were found (Carmody & Baer, 2008).
To date, however, the FFMQ has not yet been validated 
in a sample with depressive symptomatology, which is impor-
tant given the growing implementation of mindfulness 
interventions in clinical populations and the need to study 
whether mindfulness is indeed a working mechanism in 
mindfulness-based therapies. The aim of this study was 
therefore twofold. First, it focused on the psychometric 
properties of the FFMQ in people with depressive symp-
tomatology participating in a randomized controlled trial on 
the efficacy of an intervention based on ACT and mindful-
ness. In addition to the FFMQ, participants in this study 
completed measures of symptoms of depression (Center of 
Epidemiological Studies – Depression Scale; CES-D) and 
symptoms of anxiety (Hospital Anxiety Depression Scale – 
Anxiety; HADS-A), personality factors neuroticism and 
openness to new experiences (NEO Five-Factor Inventory, 
NEO-FFI), and positive mental health (Mental Health 
Continuum–Short Form, MHC-SF). At least moderate and 
positive correlations were predicted between mindfulness 
facets (except observe facet) and acceptance (AAQ-II). 
Because acceptance includes the nonjudgmental acceptance 
of inner experiences, the strongest correlation was expected 
with the nonjudging facet. At least a moderate and positive 
correlation was also expected between the observing facet 
and openness to experiences (NEO-FFI), which includes the 
ability to be attentive to experiences. Similar to the results of 
Baer et al. (2006), weak to small correlations were expected 
between openness to experiences and the other mindfulness 
facets (describing, acting with awareness, nonjudging, nonre-
activity). At least moderate and negative correlations were 
also predicted between mindfulness facets (except observing 
facet) and neuroticism (NEO-FFI), anxiety (HADS-A), and 
depression (CES-D). Previous studies (Baer et al., 2004; Baer 
et al., 2006; Baer et al., 2008) have shown that these psycho-
logical constructs were most strongly correlated with the act-
ing with awareness and nonjudging facets. Therefore, the 
strongest correlations were expected with these facets. The 
second aim of this study was to develop a robust short form 
of the FFMQ, with similar content validity and psychometric 
properties to the full version. A shorter version of the FFMQ 
is relevant for researchers who want to use the instrument in 
the context of applied clinical research, especially if it is used 
in combination with other instruments or administered on 
multiple occasions.
Method
Participants
In September 2009, participants were recruited through 
advertisements in national and local Dutch newspapers for 
participation in a study on the effects of guided self-help 
based on ACT and mindfulness. In the advertisements, the 
target group of the intervention was described as people 
who wanted to get more out of their life but were hindered 
by depressive or anxiety symptoms.
Inclusion criteria were age of 18 years or older and mild 
to moderate depressive symptoms (>10 and <39 on the Center 
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of Epidemiological Studies–Depression Scale (CES-D; 
Radloff, 1977) and/or anxiety symptoms (>3 and/or <15 on 
the Hospital Anxiety and Depression Scale–Anxiety 
(HADS-A; Zigmond & Snaith, 1983). People without any 
depressive symptoms (<10 on the CES-D; Radloff, 1977) 
and people with severe depressive symptomatology (more 
than 1 standard deviation above the population mean on the 
CES-D; cutoff score ≥ 39 on the CES-D; Bouma, Ranchor, 
Sanderman, van Sonderen, 1995) were excluded. For the 
remaining participants, it was checked how many still posi-
tively responded to a screener for a depressive disorder; this 
sentence should more clearly inform that the purpose of the 
web screening questionnaire (WSQ) was to remove partici-
pants who were too depressed (Donker, van Straten, Marks, 
& Cuijpers, 2009; Question 1 [Q1] ≥ 6 and Q2 = 1). 
Although the WSQ screens out negatives well, it also yields 
a high number of false positives (Donker et al., 2009). 
Therefore, people who were screened with a depressive dis-
order according to the WSQ underwent a telephone inter-
view using the depressive episode module of the Mini 
International Neuropsychiatric Interview (MINI; Sheehan 
et al., 1998). People who were diagnosed with a severe 
depressive episode according to the MINI were excluded. 
Other exclusion criteria were (a) receiving psychological or 
psychopharmacological treatment within the past 3 months, 
(b) being at high risk of suicide (Q15 = 3 on the WSQ), and 
(c) not having an e-mail address.
Procedure
A total of 625 people responded to the advertisements and 
received an information sheet explaining the study and an 
informed consent sheet. 507 people signed the informed 
consent sheet and received an e-mail with a link to an 
online screening questionnaire containing the CES-D, 
HADS-A, WSQ, and demographic items. First, 54 respon-
dents were excluded because they had severe depression 
and/or anxiety according to the scores on the CES-D and 
HADS-A. They were advised to contact their general prac-
titioner. Second, after excluding these respondents, 44 
respondents were diagnosed with a depressive disorder 
using the WSQ and underwent a telephone interview using 
the MINI. These interviews were conducted by psychology 
master students who had received training from and were 
supervised by a clinical psychologist of the University of 
Twente. Of the 43 respondents (1 respondent could not be 
contacted) who underwent the interview, 2 were diagnosed 
with a severe depressive episode and were excluded and 
advised to contact their general practitioner. In total, 56 
participants were excluded because they had severe depres-
sion or anxiety. Furthermore, respondents were excluded 
because they had few depression and/or anxiety symptoms 
(n = 58), did not complete the screening questionnaire (n = 15), 
could not be contacted for the interview (n = 1), or were 
currently receiving psychological treatment (n = 1). In total, 
376 participants were randomly assigned to the three fol-
lowing conditions: the ACT and mindfulness-based 
intervention with minimal e-mail support (I-M; n = 125), 
the same intervention with extensive e-mail support (I-E; 
n = 125), or a waiting list (n = 126). Participants assigned 
to the waiting list received the self-help book by mail at 
their home address after the postintervention assessment. 
E-mail counseling was not provided.
Measures
Five Facet Mindfulness Questionnaire. The FFMQ is a 39-item 
questionnaire that measures five facets of mindfulness 
(Baer et al., 2006): observing (8 items, e.g., I notice the 
smells and aromas of things), describing (8 items, e.g., I’m 
good at finding the words to describe my feelings), acting 
with awareness (8 items; e.g., I am easily distracted), non-
judging (8 items, e.g., I criticize myself for having irrational 
or inappropriate emotions), and nonreactivity (7 items; e.g., 
I watch my feelings without getting lost in them). Partici-
pants were asked to rate the degree to which each statement 
is true for them. Items were scored on a 5-point Likert-type 
scale ranging from 1 (never or very rarely true) to 5 (very 
often or always true). Facet scores were computed by sum-
ming the scores on the individual items. Facet scores range 
from 8 to 40 (except for the nonreactivity facet, which 
ranges from 7 to 35), with higher scores indicating more 
mindfulness. The Dutch FFMQ was developed by transla-
tion and back-translation of the original FFMQ and has 
shown adequate construct validity and test–retest reliability 
in patients with fibromyalgia (Veehof, ten Klooster, Taal, 
Westerhof, & Bohlmeijer, 2011).
Acceptance and Action Questionnaire–II. The 10-item 
AAQ-II was used to assess the ability to accept aversive 
internal experiences, such as negative emotions, thoughts, 
and memories, and to pursue goals in the presence of these 
experiences. Participants were asked to rate on a 7-point 
Likert-type scale the degree to which each statement is true 
for them. A total score, ranging from 10 to 70, was com-
puted by summing the scores on the individual items. 
Higher scores indicate higher levels of general acceptance 
and less experiential avoidance. The Dutch AAQ-II has 
shown good construct validity in both general and clinical 
populations (Jacobs, Kleen, De Groot, & A-Tjak, 2008).
NEO Five-Factor Inventory. Neuroticism and openness to 
new experiences were measured using the NEO-FFI, a 
questionnaire addressing five core personality traits: neu-
roticism, extraversion, openness, conscientiousness, and 
agreeableness (Costa & McCrae, 1992; Murray, Rawlings, 
Allen, & Trinder, 2003). Both the neuroticism and the open-
ness scale consist of 12 statements. Participants were asked 
to rate the degree to which they agree with these statements. 
Each statement was rated on a 5-point scale, yielding a scale 
Bohlmeijer et al. 311
score ranging from 12 to 60. Higher scores reflect higher 
levels of neuroticism or openness. The Dutch NEO-FFI has 
shown good psychometric properties (Hoekstra, Ormel, & 
de Fruyt, 1996).
Hospital Anxiety and Depression Scale–Anxiety. The 7-item 
anxiety subscale of the HADS was used to measure the 
presence and severity of anxiety symptoms (Zigmond & 
Snaith, 1983). Participants were asked to rate the degree to 
which they experienced several emotions in the past week. 
All items were rated on a 4-point scale. Scale scores were 
computed by summing the scores on the individual items. 
Scale scores range from 0 to 21 with higher scores indicat-
ing more symptomatology. The Dutch HADS has shown 
good psychometric properties across diverse general and 
clinical populations (Spinhoven et al., 1997).
Mental Health Continuum–Short Form. The MHC-SF was 
used to measure positive mental health (Keyes, 2002). 
The MHC-SF is a 14-item questionnaire that measures 
three dimensions of mental health: (a) emotional well-being 
(3 items), defined in terms of positive feelings and satisfac-
tion with life; (b) psychological well-being (6 items), defined 
in terms of positive functioning in individual life (self-
realization); and (c) social well-being (5 items), defined in 
terms of positive functioning in community life (being of 
social value). Participants were asked to rate the frequency 
of feelings they experienced in the past month. Items were 
scored on a 6-point scale ranging from 1 (never) to 6 (every 
day). A total score was computed by summing the scores on 
the individual items and dividing these by the number of 
items. Higher scores indicate better positive mental health. 
The Dutch MHC-SF has shown good construct validity 
and test–retest reliability in the general adult population 
(Lamers, Westerhof, Bohlmeijer, ten Klooster, & Keyes, 
2011; Westerhof & Keyes, 2009).
Intervention
Participants of the experimental conditions received the 
self-help book titled Living to the Full by mail at their home 
address. The book consists of nine modules, divided in 
three parts. The participants were instructed to complete 
one module in 1 week. The self-help book is based on six 
core processes of ACT that together promote psychological 
flexibility: acceptance (active and aware embracement of 
aversive internal experiences), cognitive defusion (creating 
a context where undesirable functions of thoughts disap-
pear, and thoughts are seen as mental events that come and 
go), contact with the present moment, self as context (expe-
riencing oneself as consciousness), choosing of values in 
different life domains, and commitment to choices on the 
basis of these values (S. C. Hayes et al., 2006). Every mod-
ule uses experiential exercises and metaphors for illustrat-
ing the processes of ACT. Furthermore, the participants 
were asked to do daily mindfulness exercises, based on 
MBSR (Kabat-Zinn, 1990). The mindfulness exercises 
lasted on average 10 to 15 minutes and were from the audio 
CD that was provided with the book. There were 22 par-
ticipants (17.6%) in the ACT-M group and 28 (22.4%) for 
the ACT-E group who did not fully adhere to the interven-
tion. The main reason given for noncompletion was that the 
intervention was too time-consuming or too demanding. 
There were no significant differences between participants 
who adhered to the ACT-M and ACT-E intervention in the 
average number of weeks completed, number of e-mails 
sent, hours spent weekly on the self-help course, or the 
participant’s satisfaction. They completed on average 7.1 
weeks (n = 188, range 4-8 weeks) and sent on average 7.4 
e-mails (n = 200, range 1-9 e-mails). The participants spent 
on average 4 hours a week on the self-help program. In all, 
12% of the participants did the mindfulness exercises once 
a week or less, 46% did the exercises 2 or 3 times every 
week, and 46% did the exercises 4 times every week or 
more often.
Data Analysis
Analysis
Baseline data from the intervention trial were used to exam-
ine the psychometric properties of the FFMQ. Descriptive 
and standard psychometric analyses were performed using 
PASW Statistics 17 (SPSS Inc., Chicago, IL), whereas 
confirmatory factor analyses (CFAs) were conducted with 
Lisrel 8.70 (Scientific Software International, Lincolnwood, 
IL). Maximum likelihood estimation was used in all CFA 
analyses. Because the proportion of missing data on the 
FFMQ items was consistently small, with the maximum 
percentage of missing responses to any single item being 
0.5%, missing values were imputed using the expectation–
maximization algorithm procedure in Lisrel.
Factor Structure
Based on the original validation studies by Baer et al. 
(2006; Baer et al., 2008), three different CFA models were 
tested and compared for the FFMQ. First, to test whether 
the FFMQ measures a unidimensional construct of mind-
fulness, a model was examined in which all items were 
specified to load on a single factor. Second, a correlated 
five-factor model was tested. This model provided the best 
fit in the original validations of the FFMQ and assumes 
that the scale measures five distinct but related facets of 
mindfulness. Finally, a second-order hierarchical model 
was examined, which tests whether the five facets are ele-
ments of an overall mindfulness factor. In all models, the 
items were constrained to load on one factor only, error 
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terms were not allowed to correlate, and the variance of the 
factors was fixed to 1.
In addition to the overall model chi-square statistic (χ2), 
where smaller values indicate better fit, multiple indices 
were used to examine and compare the fit of the models. As 
suggested by Hu and Bentler (1998), the nonnormed fit 
index (NNFI), the comparative fit index (CFI), the stan-
dardized root mean square residual (SRMR), and the root 
mean square error of approximation (RMSEA) were used. 
NNFI and CFI values ≥.90 and .95 were considered indica-
tive of acceptable and good model fit, respectively. For the 
SRMR and RMSEA, values ≤.10 and .08 and ≤.08 and .06, 
respectively, were considered to reflect acceptable and 
good fit (Browne & Cudeck, 1993; Hu & Bentler, 1999). 
Additionally, ratios of the chi-square to its degrees of free-
dom (χ2/df) close to or less than 2 and values less than 5 
were considered to represent good and acceptable model fit, 
respectively (Watkins, 1989).
Overall, a sample size of 376 participants was consid-
ered adequate to conduct these analyses. In the correlated 
five-factor model, which is the most complex one, there are 
44 free parameters. Following Bentler and Chou’s (1987) 
rule of thumb of 5 participants per free parameter, at least 
220 participants would be needed.
Internal Consistency and Intercorrelations
Reliability of the FFMQ facets was assessed with Cronbach’s 
alpha coefficients. Values greater than .70 were consid-
ered acceptable for research purposes (Cicchetti, 1994). 
Additionally, Pearson intercorrelations were computed 
between the five facets. Because the facets are assumed to 
measure related but distinct constructs, it was hypothesized 
that the facets should be significantly, but only moderately, 
correlated.
Convergent and Discriminant Validity
Pearson correlation coefficients were also calculated 
between FFMQ facets and other constructs, which were 
predicted to be moderately or strongly related (convergent 
validity) or weakly or not related (discriminant validity) to 
mindfulness. Based on the content of the mindfulness fac-
ets and the other constructs, as well as on the results of Baer 
et al. (2006; Baer et al., 2008), predictions were made about 
which mindfulness facets should most strongly correlate 
with each construct (see introductory paragraphs).
Sensitivity to Change
The ability of the FFMQ to detect changes in mindfulness 
over time was assessed by comparing mean facet scores 
between baseline and posttreatment assessments (9 weeks 
after baseline) in the acceptance-based behavioral therapy 
trial. Effect sizes (Cohen’s d) were calculated to compare 
changes in the treatment groups and the waiting list control 
group. Effect sizes between .20 and .50 were considered 
small, effect sizes between .50 and .80 moderate, and effect 
sizes greater than .80 large (Cohen, 1988).
Development of the FFMQ-SF
The final goal of this study was to develop a short form of 
the FFMQ that preserved as much of the content validity 
and psychometric properties of the original scale as pos-
sible. A priori–specified criteria were that the short form 
should (a) measure and retain the content coverage of the 
five facets of the FFMQ, (b) contain at least four items per 
facet, (c) maintain acceptable reliability (α ≥ .70) for each 
facet, (d) provide a factor structure similar to the original 
scale with adequate fit, and (d) demonstrate similar con-
vergent and discriminant validity and sensitivity to change.
The specific steps taken in the selection of items for the 
short form were based on the guidelines described by 
Marsh, Ellis, Parada, Richards, and Heubeck (2005). For 
each facet, those items were identified that best reflected 
the underlying construct based on corrected item–total cor-
relations and standardized factor loadings in the correlated 
five-factor CFA model, displayed minimal cross-loadings 
as evidenced by the CFA modification indices, and exhib-
ited low error correlations with other items. The content of 
the four or five best performing items and the remain-
ing items of each facet was evaluated and discussed to 
avoid sacrificing content coverage by relying exclusively 
on statistical item characteristics (Smith, McCarthy, & 
Anderson, 2000).
To examine the equivalence of the FFMQ-SF, Pearson 
correlations were computed with the full-length FFMQ. 
Because correlations between both versions based on a sin-
gle administration of the same instrument will be spuriously 
inflated, additional corrected correlation coefficients (r
c
) 
were computed that adjust for the shared measurement error 
between the short form and the full version (Levy, 1967). 
High correlations (i.e., r values ≥.90 and r
c
 values ≥.80) 
were considered indicative of substantial overlap between 
the constructs measured by the full and short form versions 
of the FFMQ.
As with the full FFMQ, the unidimensional model, the 
correlated five-factor model, and the second-order hierar-
chical model were tested and compared for the FFMQ-SF. 
Since mindfulness-based interventions are increas-
ingly used in specific clinical populations, such as those 
with chronic pain, the models were cross-validated in an 
independent sample of 146 patients with self-reported 
fibromyalgia who also completed the full-length FFMQ 
(Veehof, ten Klooster, et al., 2011). Fibromyalgia is a common 
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Table 1. Participant Characteristics and Scores on the Different 
Psychological Measures
Age, years (n = 376) 42.49 (11.09)
Gender, % female (n = 376) 69.7
Marital status (n = 375); n (%)  
 Married 164 (43.7)
 Divorced 32 (8.5)
 Widowed 4 (1.1)
 Never married 175 (46.7)
Race (n = 376); n (%)  
 Dutch 349 (97.8)
 Other 27 (2.2)
Educational level (n = 376); n (%)  
  Low (primary school, lower  
 vocational education)
19 (5.1)
  Intermediate (secondary school,  
 vocational education)
62 (16.5)
  High (higher vocational education,  
 university)
295 (78.5)
Mindfulness (FFMQ) 
 Observe (8-40; n = 372) 25.09 (5.17)
 Describe (8-40; n = 373) 25.69 (6.23)
 Actaware (8-40; n = 375) 20.94 (4.96
 Nonjudge (8-40; n = 374) 22.98 (5.38)
 Nonreact (7-35; n = 372) 19.18 (3.78)
Acceptance (AAQ-II; 10-70; n = 372) 40.72 (8.59)
Neuroticism (NEO-FFI; 12-60; n = 366) 40.61 (6.00)
Openness (NEO-FFI; 12-60; n = 367) 40.72 (6.31)
Depression (CES-D; 0-60; n = 364) 22.70 (6.63)
Anxiety (HADS-A; 0-21; n = 373) 9.47 (2.50)
Positive mental health (MHC-SF; 0-6;  
 n = 362)
3.13 (0.76)
Note. FFMQ = Five Facet Mindfulness Questionnaire; Actaware = acting 
with awareness; Nonjudge = nonjudging of inner experience; Nonreact = 
nonreactivity to inner experience; AAQ-II = Acceptance and Action 
Questionnaire–II; NEO-FFI = NEO Five-Factor Inventory; CES-D = 
Center for Epidemiological Studies Depression Scale–Depression; 
HADS-A= Hospital Anxiety and Depression Scale–Anxiety; MHC-SF = 
Mental Health Continuum–Short Form. Values are means (SD) unless 
otherwise indicated.
musculoskeletal pain disorder of unknown etiology, char-
acterized by widespread pain and muscle tenderness and 
elevated levels of depression (Arnold, Keck, & Welge, 
2000; Epstein et al., 1999). Comparable and good fit of the 
FFMQ-SF in patients with fibromyalgia would thus sup-
port the robustness of the findings and provide preliminary 
evidence for the validity of the FFMQ-SF in other clinical 
conditions with elevated levels of depression. Finally, reli-
ability and intercorrelations, convergent and discriminant 
validity, and sensitivity to change of the FFMQ-SF facets 
in the development (first) sample of the patients with psy-
chological symptoms were examined and compared with 
the full FFMQ.
Results
Sample Characteristics
Mean age of the 376 participants with depressive symp-
tomatology at baseline was 42.5 ± 11.1 years, and the 
majority were women and highly educated. Participant 
characteristics and mean scores on the FFMQ facets and 
other constructs are summarized in Table 1. The fibromy-
algia patients in the cross-validation sample were of simi-
lar age (43.1 ± 10.9 years), but were more often women 
(93%) and generally lower educated (low 18%, intermedi-
ate 57%, high 25%).
Factor Structure of the FFMQ
A single-factor model for the FFMQ showed poor fit to the 
data, χ2(702) = 8007.866, χ2/df = 11.407, NNFI = .692, CFI = 
.708, SRMR = .125, RMSEA (90% confidence interval 
[CI]) = .167 (.163, .170), suggesting that the items of the 
FFMQ as a group do not measure a unidimensional mind-
fulness construct. In accordance with the original valida-
tions studies (Baer et al., 2006; Baer et al., 2008), both 
five-factor models of the FFMQ demonstrated acceptable 
fit, where the correlated five-factor model, χ2(692) = 
2126.901, χ2/df = 3.074, NNFI = .907, CFI = .914, SRMR = 
.073, RMSEA (90% CI) = .074 (.071, .078), performed 
slightly better than the hierarchical five-factor model, 
χ2(697) = 2186.910, χ2/df = 3.138, NNFI = .905, CFI = .911, 
SRMR = .074, RMSEA (90% CI) = .076 (.072, .079). This 
finding confirms that the FFMQ measures five distinct but 
related aspects of mindfulness, which can also be consid-
ered facets of an overall mindfulness factor.
Internal Consistency and Intercorrelations of 
the FFMQ Facets
All facets of the FFMQ demonstrated adequate internal 
consistency, with alpha coefficients ranging from .73 for 
nonreactivity to .91 for describing (see Table 2). Additionally, 
the facets were moderately intercorrelated, indicating that 
the facets measure related, but sufficiently distinct, aspects 
of mindfulness. Similar to the study of Baer et al. (2006), 
nonjudging was not related to observing. Additionally, how-
ever, nonjudging was also unrelated to describing in the 
current sample.
Convergent and Discriminant 
Validity of the FFMQ Facets
Correlations between the mindfulness facets and other 
psychological constructs are listed in Table 3. The facets 
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Table 2. Reliability, Means, and Pearson Intercorrelations of the FFMQ Facets
No. of Items α M SD Observe Describe Actaware Nonjudge
Observe 8 .78 25.09 5.17  
Describe 8 .91 25.69 6.23 .41**  
Actaware 8 .86 20.94 4.96 .29** .30**  
Nonjudge 8 .86 22.98 5.38 .02 .07 .23**  
Nonreact 7 .73 19.18 3.78 .15** .15** .20** .35**
Note. FFMQ = Five Facet Mindfulness Questionnaire; Actaware = acting with awareness; Nonjudge = nonjudging of inner experience; Nonreact = 
nonreactivity to inner experience.
**p < .01.
Table 3. Pearson Correlations Between the FFMQ Facets and Other Constructs
Observe Describe Actaware Nonjudge Nonreact
Acceptance (AAQ-II) .10 .31** .30** .54** .37**
Openness (NEO-FFI) .44** .30** .11* −.06 −.01
Neuroticism (NEO-FFI) −.03 −.21** −.28** −.46** −.39**
Anxiety (HADS-A) −.03 −.02 −.22** −.24** −.20**
Depression (CES-D) −.03 −.11* −.20** −.25** −.16**
Positive mental health (MHC-SF) .30** .37** .20** .20** .23**
Note. FFMQ = Five Facet Mindfulness Questionnaire; Actaware = acting with awareness; Nonjudge = nonjudging of inner experience; Nonreact = 
nonreactivity to inner experience; AAQ-II = Acceptance and Action Questionnaire–II; NEO-FFI = NEO Five-Factor Inventory; HADS-A = Hospital 
Anxiety and Depression Scale–Anxiety; CES-D = Center for Epidemiological Studies Depression Scale–Depression; MHC-SF = Mental Health 
Continuum–Short Form.
*p < .05. **p < .01.
were differentially related to the other constructs, and cor-
relations were generally in accordance with the predictions 
about their direction and relative magnitude. Negative cor-
relations between symptoms of depression and anxiety and 
the FFMQ were predicted and were expected to be stron-
gest for acting with awareness and nonjudging. These two 
facets of mindfulness were indeed the ones that most 
related to depression and anxiety, though nonreactivity 
also showed a negative link of similar magnitude; observe 
and describe showed little or no relation with anxiety and 
depression. Positive correlations between the FFMQ and 
AAQ-II scores were predicted, which was supported for 
all facets except observe, which showed no link. The larg-
est correlation was predicted for the facet nonjudging, 
which is what was found. Our study confirmed the hypoth-
eses that openness to experience would relate most posi-
tively to the facet observe and that neuroticism would 
relate most negatively to the facet nonjudging. Positive 
mental health was expected to relate most to the facets 
describing, acting with awareness, nonjudging, and nonre-
activity. In this study, positive mental health did relate 
positively to these three facets but was most related to 
observe and describe.
Sensitivity to Change of the FFMQ Facets
All mindfulness facets improved significantly in both 
treatment groups with, except for describing in the 
intense treatment group, moderate to large associated 
effect sizes (Table 4). Effect sizes were smallest for 
observing and describing and largest for nonjudging and 
nonreactivity. The finding that effect sizes in the control 
group were small and, with the exception of nonjudging, 
not significant, further supports the sensitivity of the 
FFMQ to measure changes in mindfulness as a result of 
treatment.
Evaluation of the FFMQ-SF
The statistical and content-related considerations in the 
development of the short form of the FFMQ resulted in the 
deletion of 15 items with low item–total correlations and/or 
standardized factor loadings and high content redundancy 
(correlated error terms). The remaining 24 items of the 
FFMQ-SF are listed in the appendix. Total facet scores of 
the FFMQ-SF were highly correlated with the original ver-
sion with r = .89 (r
c
 = .77) for observing, r = .98 (r
c
 = .89) 
Bohlmeijer et al. 315
for describing, r = .92 (r
c
 = .81) for acting with awareness, 
r = .96 (r
c
 = .84) for nonjudging, and r = .95 (r
c
 = .74) for 
nonreactivity. Although the corrected and uncorrected cor-
relation coefficients for observing and the corrected corre-
lation coefficient for nonreactivity were slightly less than 
the defined standards, this suggests that the both versions 
measure very similar constructs.
As with the full FFMQ, a unidimensional model of the 
FFMQ-SF showed poor fit to the data in both the develop-
ment sample and the cross-validation sample of people with 
fibromyalgia (Table 5). The correlated five-factor model 
and the second-order hierarchical model, however, demon-
strated good model fit in the depression sample and accept-
able to good fit in the fibromyalgia sample. Again, the 
correlated five-factor model performed slightly better than 
the hierarchical five-factor model.
The deletion of items resulted in only marginally lower 
alpha coefficients for describing, acting with awareness, 
and nonjudging and even somewhat higher internal con-
sistency for observing and nonreacting (Table 6). All 
alpha coefficients remained well greater than the defined 
criterion of .70. Moreover, both the intercorrelations 
among the facets (Table 6) and their correlations with the 
other constructs (Table 7) were almost identical to those 
of the full FFMQ.
Finally, the FFMQ-SF facets were similarly sensitive to 
change (Table 8). Although the effect sizes generally tended 
to be slightly smaller than those of the full FFMQ, all facets 
in both treatment groups significantly improved, and most 
effect sizes remained moderate to large.
Discussion
The aim of this study was twofold. The first aim was to 
investigate the psychometric properties of the Dutch FFMQ 
in patients with depressive symptomatology. Factor struc-
ture, internal consistency, and construct validity were exam-
ined. The second aim was to develop a short form of the 
FFMQ with similar content validity and psychometric prop-
erties. CFA showed acceptable model fit for a correlated 
five-factor structure of the FFMQ. This result is in accor-
dance with the results of the original validations of the 
FFMQ (Baer et al., 2006; Baer et al., 2008) and confirms that 
the FFMQ measures five distinct but related facets of mind-
fulness. However, contrary to their findings, none of the 
goodness of fit indices satisfied the a priori criteria for a good 
or close model fit, suggesting some loss in psychometric 
quality of the Dutch version. This could be explained by the 
finding that the observing and nonreactivity facets contained 
some items with low factor loadings (<.40), indicating that 
these items contributed minimally to their underlying facet. 
Nevertheless, internal consistency of these facets, expressed 
with Cronbach’s alpha coefficient, is considered sufficient 
for research purposes. These low factor loadings, compared 
with the findings of Baer et al. (2006), might be caused by 
cultural differences or differences between the study samples 
(psychology students and experienced meditators versus 
patients with depressive symptomatology). The finding that 
the hierarchical five-factor structure also demonstrated 
acceptable fit underscores previous findings that showed that 
mindfulness can be seen as one coherent, though multifac-
eted construct (Baer et al., 2006; Baer et al., 2008).
Construct validity was shown by correlating the mindful-
ness facets with theoretically related constructs. Correlations 
were in the expected direction. The hypotheses were that the 
facet observe would be most strongly correlated with open-
ness to experience, that the facet nonjudging would most 
strongly correlate with acceptance and neuroticism, and that 
both the facets nonjudging and acting with awareness would 
be most strongly correlated to symptoms of depression and 
anxiety. These hypotheses were confirmed in this study and 
in accordance with the results of Baer et al. (2006).
Further analyses showed moderate to large changes in the 
five facets of mindfulness before and after mindfulness-based 
treatment. This finding shows that three (acting with aware-
ness, nonjudging, and nonreactivity) of the five facets are 
highly sensitive to change and that the other two (observing 
Table 4. Sensitivity to Change of the FFMQ Facets
Mean scores (SD)
 Baseline Posttreatment d
Intensive e-mail support 
 Observe (n = 101) 25.21 (5.22) 27.79 (4.78)** 0.52
 Describe (n = 104) 26.29 (6.52) 29.22 (5.54)** 0.48
 Actaware (n = 102) 21.75 (4.70) 25.56 (4.93)** 0.79
 Nonjudge (n = 102) 23.53 (5.57) 30.03 (5.84)** 1.14
 Nonreact (n = 104) 19.25 (3.62) 23.44 (3.76)** 1.14
Minimal e-mail support 
 Observe (n = 106) 25.13 (5.05) 27.69 (4.74)** 0.52
 Describe (n = 102) 25.95 (6.30) 29.04 (6.04)** 0.50
 Actaware (n = 108) 20.56 (5.32) 25.04 (5.27)** 0.85
 Nonjudge (n = 107) 22.84 (5.58) 29.36 (6.08)** 1.12
 Nonreact (n = 105) 19.29 (3.87) 24.03 (3.92)** 1.22
Waiting list 
 Observe (n = 121) 24.80 (5.10) 24.41 (5.95) 0.07
 Describe (n = 122) 25.16 (6.06) 25.55 (6.31) 0.06
 Actaware (n = 118) 21.03 (4.80) 21.23 (5.17) 0.04
 Nonjudge (n = 121) 22.84 (5.38) 24.18 (6.51)** 0.22
 Nonreact (n = 121) 19.02 (3.82) 19.62 (4.48) 0.14
Note. FFMQ = Five Facet Mindfulness Questionnaire; Actaware = acting 
with awareness; Nonjudge = nonjudging of inner experience; Nonreact = 
nonreactivity to inner experience. d = Cohen’s effect size.
**p < .01, based on paired t tests.
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Table 5. Goodness of Fit of the FFMQ-SF in People With Depression and Cross-Validation of the Factor Models in Patients With 
Fibromyalgia
χ2 χ2/df df NNFI CFI SRMR RMSEA (90% CI)
Depression (N = 376) 
 One-factor model 3577.313 14.196 252 .619 .652 .146 .188 (.182, .193)
 Correlated five-factor model 473.145 1.955 242 .957 .962 .058 .051 (.044, .057)
 Hierarchical five-factor model 516.665 2.092 247 .951 .957 .072 .054 (.047, .061)
Fibromyalgia (N = 146) 
 One-factor model 1446.434 5.740 252 .724 .748 .146 .181 (.172, .190)
 Correlated five-factor model 361.132 1.492 242 .947 .954 .088 .058 (.045, .070)
 Hierarchical five-factor model 388.593 1.573 247 .940 .946 .108 .063 (.051, .075)
Note. FFMQ-SF = Five Facet Mindfulness Questionnaire–Short Form; χ2 = normal theory weighted least squares chi-square; df = degrees of freedom; 
NNFI = nonnormed fit index; CFI = comparative fit index; SRMR = standardized root mean square residual; RMSEA = root mean square error of 
approximation; CI = confidence interval.
Table 6. Reliability, Means, and Pearson Intercorrelations of the FFMQ-SF
No. of Items α M SD Observe Describe Actaware Nonjudge
Observe 4 .81 13.86 3.21  
Describe 5 .87 16.28 3.91 .37**  
Actaware 5 .83 13.19 3.32 .36** .32**  
Nonjudge 5 .83 14.09 3.63 .07 .06 .20**  
Nonreact 5 .75 13.47 3.07 .10 .17** .16** .30**
Note. FFMQ-SF = Five Facet Mindfulness Questionnaire–Short Form; Actaware = acting with awareness; Nonjudge = nonjudging of inner experience; 
Nonreact = nonreactivity to inner experience.
**p < .01.
Table 7. Pearson Correlations Between the FFMQ-SF Facets and Other Constructs
Observe Describe Actaware Nonjudge Nonreact
Acceptance (AAQ-II) .14** .32** .27** .51** .40**
Openness (NEO-FFI) .47** .31** .17** −.05 −.01
Neuroticism (NEO-FFI) −.07 −.21** −.24** −.41** −.40**
Anxiety (HADS-A) −.05 −.04 −.19** −.23** −.23**
Depression (CES-D) −.04 −.11* −.20** −.26** −.16**
Positive mental health (MHC-SF) .25** .35** .23** .18** .20**
Note. FFMQ-SF = Five Facet Mindfulness Questionnaire–Short Form; Actaware = acting with awareness; Nonjudge = nonjudging of inner experience; 
Nonreact = nonreactivity to inner experience; AAQ-II = Acceptance and Action Questionnaire–II; NEO-FFI = NEO Five-Factor Inventory; HADS-A = 
Hospital Anxiety and Depression Scale–Anxiety; CES-D = Center for Epidemiological Studies Depression Scale–Depression; MHC-SF = Mental Health 
Continuum–Short Form.
*p < .05. **p < .01.
and describing) are moderately sensitive to change. This find-
ing is in accordance with the results of Carmody and Baer 
(2008). In their study, moderate to large effect sizes were 
found in all facets from pretreatment to posttreatment in a 
sample of 174 participants in MBSR programs.
Evaluation of the FFMQ-SF
CFA showed good model fit for a correlated five-factor 
structure of the FFMQ-SF. This even better model fit in 
comparison to the FFMQ may be explained by the fact that 
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criterion of a severe depressive disorder. So, the sample in 
this study consisted of both people with clinically relevant 
depressive symptomatology and people with mild to mod-
erate depressive disorders. A limitation of the study is that 
the sample is not a homogeneous group of people with 
major depressive symptoms. However, this limitation is a 
strength as well. Including a broader range of depressive 
symptomatology underscores the generalizability of the 
findings. Another limitation of this study is that we did not 
assess the amount of meditation experience of the partici-
pants. Baer et al. (2008) showed that the factor structure of 
the FFMQ and the relationship of the observing facet with 
theoretically related constructs change as a function of 
meditation experience. Because of this lack of an external 
referent point, the discriminatory ability of the FFMQ 
could not be assessed. Only in participants with meditation 
experience the observing facet becomes a clear facet of 
mindfulness and acts like the other facets in relation to 
other constructs. Furthemore, the FFMQ-SF was not 
assessed in a nonclinical sample and can therefore not be 
generalized to community samples. In addition, our study 
sample was recruited by self-selection, which may have 
lead to an overrepresentation of participants with interest in 
or experience with mindfulness meditation. Nevertheless, 
we do not expect that the participants had a significant 
amount of meditation experience, since our results were 
largely in concordance with the findings of Baer et al. 
(2008) in a predominantly nonmeditating community sam-
ple. In future research, the influence of meditation experi-
ence should be assessed.
Overall Conclusion
Overall, it can be concluded that this study shows that the 
FFMQ is a reliable and valid measure to assess mindful-
ness in people with depressive symptomatology. Furthermore, 
our results support the multifaceted structure of mindful-
ness, as earlier suggested (Baer et al., 2006), and the use-
fulness of differentiating between facets in examining the 
relationship between mindfulness and related constructs. 
Given that we followed the rigorous guidelines for devel-
oping short forms (Marsh et al., 2005) that were developed 
in response to criticism of the poor examination of the 
validity of short forms (Smith et al., 2000), the findings 
further suggest that the developed short form is also a suf-
ficiently reliable and valid instrument for use in patients 
with depressive symptomatology. Future research may address 
the important question of whether changes in the mindful-
ness facets mediate the effects of meditation training on 
depressive and other psychological symptoms.
Table 8. Sensitivity to Change of the FFMQ-SF Facets
Mean scores (SD)
 Baseline Posttreatment d
Intensive e-mail support 
 Observe (n = 102) 13.85 (3.22) 15.17 (2.88)** 0.43
 Describe (n = 104) 16.80 (4.02) 18.53 (3.32)** 0.47
 Actaware (n = 103) 13.45 (3.21) 16.13 (3.11)** 0.85
 Nonjudge (n = 104) 14.43 (3.85) 18.36 (3.89)** 1.02
 Nonreact (n = 104) 13.44 (2.95) 16.71 (2.96)** 1.12
Minimal e-mail support 
 Observe (n = 106) 14.16 (3.06) 15.26 (2.89)** 0.37
 Describe (n = 106) 16.43 (4.00) 18.40 (3.92)** 0.50
 Actaware (n = 108) 12.89 (3.55) 15.84 (3.49)** 0.74
 Nonjudge (n = 107) 14.05 (3.81) 17.93 (3.93)** 1.00
 Nonreact (n = 106) 13.52 (3.13) 17.09 (3.17)** 1.13
Waiting list 
 Observe (n = 121) 13.71 (3.24) 13.21 (3.49)** 0.15
 Describe (n = 122) 15.90 (3.80) 16.14 (3.91) 0.06
 Actaware (n = 120) 13.38 (3.19) 13.31 (3.50) 0.02
 Nonjudge (n = 121) 14.00 (3.56) 14.62 (4.23)* 0.16
 Nonreact (n = 122) 13.39 (3.11) 13.94 (3.53)* 0.17
Note. FFMQ-SF = Five Facet Mindfulness Questionnaire–Short Form; Actaware = 
acting with awareness; Nonjudge = nonjudging of inner experience; Nonreact = 
nonreactivity to inner experience. d = Cohen’s effect size.
*p < .05. **p < .01. (Based on paired t tests.)
items with low factor loadings were eliminated. High cor-
relations were found between the short form and the full-
length form of the FFMQ, showing substantial overlap 
between the two questionnaires. The internal consistency of 
the facets of the short form, expressed with Cronbach’s 
alpha coefficient, is similar to the original questionnaire. 
The convergent and divergent validity and sensitivity to 
change of the five facets of the short form remained similar 
to the original scale as well. Together, these findings sug-
gest that the content validity and the psychometric proper-
ties were sufficiently preserved in the short form. The 
five-factor structure of the newly developed short form was 
supported in an independent population of 146 fibromyal-
gia patients, further corroborating the robustness of the 
findings of this study.
Limitations
A limitation of this study is that only partial and limited use 
was made of a diagnostic instrument. The MINI was used 
for diagnosing severe depressive episodes with people who 
scored positively on a WSQ but did not meet the exclusion 
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Item Content and Completely Standardized Factor Loadings in the Correlated Five-Factor CFA Model 
of the FFMQ-SF
Observe Describe Actaware Nonjudge Nonreact
Item 1 (2). I’m good at finding words to describe my feelings. .83  
Item 2 (7). I can easily put my beliefs, opinions, and expectations 
into words.
.72  
Item 3 (9). I watch my feelings without getting carried away by 
them.
.51
Item 4 (10). I tell myself I shouldn’t be feeling the way I’m feeling. .63  
Item 5 (12). It’s hard for me to find the words to describe what 
I’m thinking.
.78  
Item 6 (15). I pay attention to physical experiences, such as the 
wind in my hair or sun on my face.
.84  
Item 7 (17). I make judgments about whether my thoughts are 
good or bad.
.70  
Item 8 (18). I find it difficult to stay focused on what’s happening 
in the present moment
.48  
Item 9 (19). When I have distressing thoughts or images, I don’t 
let myself be carried away by them.
.69
Item 10 (20). Generally, I pay attention to sounds, such as clocks 
ticking, birds chirping, or cars passing.
.57  
Item 11 (22). When I feel something in my body, it’s hard for me 
to find the right words to describe it.
.67  
Item 12 (23). It seems I am “running on automatic” without 
much awareness of what I’m doing.
.76  
Item 13 (24). When I have distressing thoughts or images, I feel 
calm soon after.
.54
Item 14 (25). I tell myself that I shouldn’t be thinking the way I’m 
thinking.
.77  
Item 15 (26). I notice the smells and aromas of things. .69  
Item 16 (27). Even when I’m feeling terribly upset, I can find a 
way to put it into words.
.76  
Item 17 (28). I rush through activities without being really 
attentive to them.
.69  
Item 18 (29). Usually when I have distressing thoughts or images 
I can just notice them without reacting.
.58
Item 19 (30). I think some of my emotions are bad or 
inappropriate and I shouldn’t feel them.
.70  
Item 20 (31). I notice visual elements in art or nature, such as 
colors, shapes, textures, or patterns of light and shadow.
.78  
Item 21 (33). When I have distressing thoughts or images, I just 
notice them and let them go.
.79
Item 22 (34). I do jobs or tasks automatically without being 
aware of what I’m doing.
.80  
Item 23 (38). I find myself doing things without paying attention. .81  
Item 24 (39). I disapprove of myself when I have illogical ideas. .72  
Note. CFA = confirmatory factor analysis; FFMQ-SF = Five Facet Mindfulness Questionnaire–Short Form; Actaware = acting with awareness; Nonjudge = 
nonjudging of inner experience; Nonreact = nonreactivity to inner experience. Numbers in parentheses refer to the original item numbers of the long-
form FFMQ. The exact wording of items 3, 6, 8, 9, 10, 11, 18, and 24 was slightly changed as a result of cognitive pretesting in the fibromyalgia patients 
(Veehof, ten Klooster, et al., 2011)
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